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EDITORIAL COMMENT 


Alcohol is receiving a great deal 
of attention at the hands of 
physicians these days. The harm 
done by excessive use of it, the 
paucity of accurate information about the 
fundamental factors in alcoholism, and the 
growing appreciation that alcoholism is a 
public health problem of major importance, 
prompted a group of scientists to organize 
the Research Council on Problems of Alcohol 
about three years ago, for the purpose of 
promoting research into all angles of the 
subject, to the end that better methods of 
prevention and treatment could be devised. 

Evidence of the growing interest in the 
problem and of the desire to limit in a con- 
structive way the evils of excessive drinking 
is furnished by a paper delivered at the re- 
cent meeting of the American Medical Asso- 
ciation in Cleveland by Leo Alexander, Merrill 
Moore, and Abraham Myerson. Taking cog- 
nizance of the fact that alcohol is both a 
food and a drug, the authors feel that it 
should be regulated under the provisions of 
the Federal Food, Drug, and Cosmetic Act. 
Under a proper administration of this act 
they say that alcohol should be labeled as 
a habit-forming drug, and some preparations 
of freshly distilled blended whiskies should 
be labeled “imitation whiskey.” They pre- 
sented legal arguments to support their con- 
tention. 

In discussing the paper, Dr. Lawrence Kolb, 
of Washington, agreed with the general pur- 
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pose of the authors to promote a more in- 
formative labeling of alcoholic liquors, but 
expressed doubt as to whether the desired 
changes could be secured by the suggested 
method. Quoting from his remarks, ‘alcohol 
is a major cause of social disorder and in- 
sanity, and, counting disease, accidents, and 
homicides resulting from excessive drinking, 
it is one of the most important causes of 
death. It is undoubtedly a habit-forming 
drug and if the habit could be prevented most 
of the social disorder and crime due to alcohol 
would disappear, because these disorders are 
in the main centered around the chronic al- 
coholism.” He stated that if we could build 
up a public conscience about alcohol, a con- 
science that condemned intoxication not only 
in the drunkard but in everyone, the social 
pressure to drink would be relieved to a cer- 
tain extent. As a result there would be less 
excessive drinking, and, consequently, less 
disease and death due to alcoholism. An 
educational program that would give the exact 
facts about alcoholism would go a long way 
towards doing this, but it is also necessary 
to protect men from themselves; therefore, 
certain regulative measures are desirable. He 
warned that we must take account of human 
nature and not irk people by unreasonable 
restrictions, or disgust them by statements 
that are palpably untrue. He agreed, how- 
ever, that the labeling of liquor as a habit- 
forming drug, and giving certain other infor- 
(Continued to page 272) 
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Depressions 
WILLIAM C. MENNINGER, M.D.* 


Topeka, 


Doctor Menninger received his medical degree from 
Cornell University Medical College. He interned at Bellevue 
Hospital, New York City. Except for some post-graduate 
work at St. Elizabeth’s Hospital in Washington, D.C. and 
six month’s work in Europe he has been continuously 
associated with his father, Dr. C. F. Menninger, and his 
brother, Dr. Karl A. Menninger, at the Menninger Clinic, 
Topeka, Kansas. He serves as Medical Director of the 
Menninger Sanitarium. He is a Fellow of the American 
College of Physicians and a member of the American 
Psychiatric Association. He is Secretary-Treasurer of the 
Central Neuropsychiatric Association, Past-President of 
the Missouri-Kansas Neuropsychiatric Association, in ad- 
dition to being a member of the American Psychopath- 
ological Association, the American Orthopsychiatric Asso- 
ciation, the Chicago Neurological and Illinois Psychiatric 
Associations. He has published a monograph on Juvenile 
Paresis, and has written a considerable number of neuro- 
psychiatric medical articles. 


In presenting the subject of depressions it 
may be desirable to orient ourselves with re- 
gard to the significance and usage of the 
term. We apply it at times to our own mood, 
at times to that of our friends, and at still 
other times to that of our patients, but in 
each we may have a different concept of 
what is meant. We use it synonymously with 
such terms as “having the blues,” “being 
despondent,” “grief-stricken,” or having me- 
lancholia. All of these designations may be 
correct and yet their number immediately 
suggests the wide variety of conditions to 
which we apply this designation—depression. 

In psychiatry the term “depression” refers 
to a type of emotional response. More spec- 
ifically, it is the feeling tone associated with 
some phantasied, threatened, or real loss of 
something prized by the individual. Conse- 
quently, it is correct to speak of depression 
manifested as grief, and in such instances to 
regard it a “normal” response, so long as it 
stays within the average range of reaction 
in a considerable number of people. More 
frequently the term “depression” is used to 
describe the outstanding symptom in several 
different types of clinical psychiatric syn- 
dromes. The most common form of depression 
is a feeling of dejection and a sense of loss, 
but it is recognized to have numerous varia- 
tions: anxiety, agitation, panic, worry, ten- 
sion. 

With reference to the pathological mood 





* From the Menninger Clinic. 
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swings, that is those that go beyond the ayer. 
age range of normal response, we find some 
individuals who tend to have recurring at. 
tacks of depression, sometimes mild and some. 
times severe. These periodic or cyclic attacks 
have their origin in a disturbance in the 
character development of that type of jn. 
dividual, perhaps in part hereditary, more 
likely a result of traumatic experiences jp 
the very early years of life. Regardless of the 
cause, these so-called “cyclothymic person- 
alities” not only have occasional depressions. 
but they may have periods of elation and 
excitement. Sometimes we see a simultaneous 
mixture of depression and elation, or rapid 
alterations between the two. Because of the 
frequent association of these two mood swings 
and the parallelism of their symptoms, 
Kraepelin combined the illness in one diag- 
nostic category to which he applied the term 
“manic-depressive psychosis,’ and thus in- 
dicated their intimate relationship. 

There are, however, other mental illnesses 
in which the symptoms of depression are 
present besides those which are regarded as 
belonging to the group of the manic-de- 
pressive psychoses. In presenting the subject 
it may be practical to first consider a dif- 
ferential diagnosis of the clinical syndromes 
of depression. 


Differential Diagnosis 


Depression may be the outstanding symp- 
tom in several different functional mental 
illnesses, i.e., mental illnesses in which there 
is no known organic pathology. It also oc- 
curs in mental illnesses associated with or- 
ganic brain damage, particularly with cer- 
tain brain infections. The “functional de- 
pressions” may be considered in three groups: 
the normal response, i.e., grief, the neurotic 
depressions, and the psychotic depressions. 

Grief can be regarded as a “normal de- 
pression,” it occurs always in response to a 
real loss, and thus represents what we term 
a “reactive” response. It is the immediate 
reaction to a real loss and although it may 
be the starting point for a pathological de- 
pression, in most instances the individual 
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is able to shift the amount of interest he had 
invested in the lost object (a loved one, a 
treasure, his business) to other outlets. When 
he succeeds in making this redistribution of 
interest into other channels and to other 
objects, the grief—that is the depression— 
disappears. 

Neurotic Depressions—We are able to dis- 
tinguish at least two types of depressions 
that occur in neurotic individuals. In neither 
of these types does the individual become 
deluded, nor does he falsify external reality 
by any other psychotic device. The first of 
these types we term the reactive depression, 
which like grief is a reactive response to a 
real loss, but the depression is protracted 
for a secondary gain. Thus, instead of trans- 
ferring the amount of interest invested in 
the lost love object, whatever it may be, to 
new or other interests, the patient doesn’t 
close the wound; he doesn’t find a new ob- 
ject, and thus retains and maintains his 
feeling of loss. As indicated, he does this for 
what we regard as secondary gain, a dis- 
torted form of gratification or satisfaction 
that he finds in maintaining this feeling of 
being the loser. 

Thus, a patient may deprive himself of 
certain pleasures, of certain privileges, cer- 
tain opportunities which he rationalizes on 
the basis of being loyal to the dead loved 
one, or because he feels guilty because of a 
loss incurred through his carelessness or neg- 
ligence or bad judgement. We may expect 
to find deeper psychological reasons for such 
behavior, but these reasons are most likely 
to be entirely unconscious to the patient. 

A second type of neurotic depression which 
we can occasionally discern is a mild de- 
pression from cumulative narcissistic wounds. 
In one sense, this is also a reactive response, 
though instead of being due to a real loss, 
the depression results from cumulative blows 
to the individual’s ego—his pride, his pres- 
tige, his self-esteem. His love of self receives 
a series of blows which seem to have a cumu- 
lative action that result in a depression. In 
such instances, the depression comes to re- 
present a kind of indulgence to heal these 
wounds. It frequently is a retaliative reaction 
against the offender as a sort of punishment 
for him, and also a device by which the af- 
flicted individual can receive more attention 
or sympathy or pity or love. 
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Psychotic Depression—In the psychotic de- 
pression we may sometimes see an intensi- 
fication of a neurotic depression when psy- 
chotic symptoms develop, but most, if not 
all, instances occur in an individual who has 
a conspicuous character defect before his de- 
pression becomes apparent. This character 
defect most commonly is manifested in mark- 
ed ambivalence, i.e., a divided attitude or 
mixed feelings toward various of his love 
objects: his mate, his family, his interests, 
his friends, his business. By a psychotic de- 
pression we refer to those more severe ill- 
nesses in which the individual uses various 
devices to falsify or distort external reality, 
that is, he develops mistaken ideas as to the 
real situation or in the evaluation of him- 
self or others. He becomes deluded and oc- 
casionally even hallucinated though such 
periods may be transient or of short duration. 

We may distinguish at least four functional 
psychotic depressions. There is a severe re- 
active depression which may be regarded as 
an extreme response to grief, perhaps pro- 
gressing through the so-called normal de- 
pression, the neurotic reactive depression, and 
into a psychotic reactive depression. This 
response is also regarded as occurring as a 
reaction to a real object loss, but we must 
assume that it can occur only in those indi- 
viduals in whom there existed a severe char- 
acter disturbance prior to the psychosis. This 
character defect may not have been apparent 
to the average observer in the daily life of 
the individual prior to his illness, but we can 
be sure that a severe psychological trauma 
occurred in the early life of the individual. 
Our findings lead us to the belief that this 
trauma occurs in relation to the oral phase 
of development. 

A second type of psychotic depression, often 
severe in type, results from cumulative nar- 
cissistic wounds. This is an extension of the 
second type of neurotic depression described 
above, though the depression becomes much 
more pronounced and the symptoms at times 
become psychotic. This type of reaction oc- 
curs in individuals who also show frequent 
mild or moderate periods of elation, and the 
two emotional responses often become mixed, 
leading Blitzsten to label this type of reaction 
as amphithymia. This response is also the 
result of repeated severe traumas in the early 
life of the individual and it differs from the 
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most common type of deep depression—me- 
lancholia—in several ways: there is often a 
minimal self-destructive urge; there are only 
mild (if any) self-accusations; there is little 
if any disturbance of sleep; rarely does the 
patient lose weight; there is only slight or 
no disturbance of the sex life. 

Probably the most common psychotic de- 
pression is melancholia, the true manic- 
depressive depressed reaction which results 
from phantasied or feared loss of an object 
—a relative, a friend, a treasure—any object 
in which the patient has invested a con- 
siderable amount of libido. This illness or- 
dinarily runs a much longer course than the 
amphithymic reaction and there is a strong 
urge to self-destruction with severe self- 
accusation, often weight loss, and no interest 
in sex life. 

A fourth type of psychotic depression is 
seen occasionally in schizophrenic patients, 
though the depression is often more apparent 
than real. The evaluation of the emotional 
response in the schizophrenic is often ex- 
tremely difficult. Many times on close exam- 
ination the apparent depression is a method 
by which the patient withdraws into himself. 

Depression may occur as the most conspic- 
uous symptom in certain organic psychoses. 
Thus the depressed type of paretic neuro- 
syphilis represents approximately 25 per cent 
of all cases of this illness; the clinical picture 
is characterized by a deep depression and 
frequently by somatic delusions of horrible 
content. Similarly, in the post-encephalitic 
psychosis—the Parkinsonian reaction—there 
is commonly a picture of depression and 
hopelessness and despair, with the additional 
symptom so commonly seen in melancholia 
of sluggishness of motion and thought. 


Description 


The descriptive picture in all of the de- 
pressions is markedly similar except for 
variations in intensity in the neurotic and 
psychotic types. Occasionally, we can see 
admixtures of symptoms characterizing the 
manic state and the depressed state. Thus, 
in agitated depressions we find the acceler- 
ated motor and psychic activity of the manic 
combined with the emotional response of de- 
pression. On the other hand, the majority of 
reactive depressions, both neurotic and psy- 
chotic, and the melancholias show very sim- 
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ilar pictures except for quantitative differ. 
ences. 

The behavior in these groups typically 
shows a psychomotor retardation, i.e., Slug- 
gishness, a very marked slowing in physica) 
movements of the individual, his speech, ang 
a sluggish flow of thought processes. This 
retardation may be very mild or may ppro- 
gress to a stupor in which the patient main- 
tains the same position for indefinite periogs 
of time, is mute and evidences no interest 
in his external environment. Characteristic. 
ally, there is a loss of appetite, frequently 
leading to the necessity of spoon-feeding, anq 
not infrequently to tube-feeding. Usually the 
patient is sleepless and in the severe grades 
of illness loses all interest in his sexual life. 

The mental content in addition to being 
impoverished indicates a loss of interest in 
the external environment, not only in his 
present situation, but in his past. He has no 
interest in his friends, in his business, in his 
home. He is so engrossed in his own distress 
that he invests no interest in any activity. 
Toward his past life he presents misconcep- 
tions of the situation, very frequently with 
delusions of guilt, feelings of unworthiness 
and often the belief that he has sinned. These 
delusions usually are the all consuming focus 
of the patient’s attention. Thus he believes 
he is damned for stealing fifty cents from his 
now dead father, twenty-six years ago. He 
talks about it, he cries about it, he can't 
sleep because of it and he must be put in 
prison to atone for it. Or he believes he is 
unworthy because twenty years ago, in his 
adolescence, he masturbated. Now no one 
should be good to him, he is unworthy of 
receiving food, he is unclean and deserves 
only disgust. Or he may believe he has sinned 
because once as a boy he cursed his mother 
and now God has forsaken him; he is be- 
yond redemption and assigned to burn in- 
definitely in hell fire. 

Toward his present situation he assumes 
an attitude of self-depreciation and dispar- 
agement. This self-depreciation is expressed 
with much conviction and feeling. He be- 
lieves that every one is too good to associate 
with him; that he deserves no kindnesses Or 
consideration; that he should be in jail, and 
often he pleads to be taken there. He feels 
that he is a detriment or even a disgrace to 
his family, or a useless liability. 
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Toward the future he has an attitude of 
hopelessness, and all too frequently a desire 
for self-destruction. This urge for self-de- 
struction is sometimes verbalized, but more 
often not. But even in those instances where 
it is strongly denied one must suspect from 
the patient’s behavior and attitude that it 
is present. The fact that the patient says he 
nas no suicidal desire or intention is no basis 
whatever for assuming that he does not or 
that he would not kill himself. The majority 
of suicides in my personal experience occurred 
in patients who never mentioned in any way 
their intention. They are ingenious in their 
methods, especially when they are most ser- 
ious. And it is our experience that the most 
dangerous period in the illness occurs when 
the patient starts to improve—apparently 
when he gets a little better and realizes how 
sick he has been. 

In addition to the disturbances in the sex- 
ual life there are other physiological symp- 
toms often apparent. Most conspicuous is 
the weight loss which sometimes becomes 
extreme because of the patient’s disinterest 
in food and refusal to eat. Constipation is 
present in 75 to 80 per cent of cases. Men- 
struation is frequently disturbed and some- 
times entirely inhibited. 


Dynamics 


The psychological mechanisms operating 
to bring about a depressed reaction have been 
determined only through long, painstaking 
psychoanalytic study. They are of primary 
importance to us, first because they give us 
a lead as to the differential diagnosis of var- 
ious types, and second, and far more impor- 
tant, they give us an explanation and rational 
basis for the type of treatment indicated. 

The dynamics differ somewhat in the two 
larger groups of depressions, namely those 
resulting from cumulative narcissistic wounds 
and the severe reactive depressions of mel- 
ancholia. In the depressions resulting from 
cumulative narcissistic wounds it is assumed 
that the origin of the reaction dates from 
the child’s infantile situation and early child- 
hood when because of parental attitudes and 
relationships he never secured any love. He 
may have been an unwanted child or for 
other reasons was neglected and unloved. 
He tried very hard to secure love as we know 
every child does, and in adulthood it is ap- 
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parent that he never gave up these frantic 
efforts to acquire it. Thus, he develops a kind 
of a fraudulent character in which all his 
contacts with persons, no matter who they 
may represent in his life, are restricted to 
varying types of technique for acquiring at- 
tention and tolerance. Because he never re- 
ceived love he never learns to give love. When- 
ever he is frustrated or rebuffed or fails, his 
reaction is a depression, but as has been 
indicated above, this depression itself is a 
kind of fraudulent depression; it lacks the 
self-depreciation, the urge to self-destruction 
and the various physiological concomitants 
of the melancholias. It is another attempt to 
obtain love. 

In the melancholias and severe reactive 
depressions we find a type of personality we 
call the orally dependent character, orally 
because his chief form of gratification is in 
what he takes into himself, or receives, and 
dependent, because he must always receive 
at the hands of someone else. It is believed 
that this type of individual also suffered a 
very severe blow to his infantile self-esteem, 
his narcissism, at the hands of his parents 
during the period of nursing, probably in re- 
lation to his intake of food. The result was 
an ambivalence of emotional response toward 
them—a mixture of hate and love. This so 
affects his sensitiveness to subsequent threat- 
ened or real loss of objects that when such 
a threat occurs in adulthood he responds in 
the same ambivalent manner as in infancy. 
As a consequence when he is faced with a 
threatened or real loss of love or love object 
he responds by an increased amount of hos- 
tility toward this object. Just as in infancy 
he was thwarted at the mother’s breast by 
lack of milk and then in rage tried to eat 
the nipple, again he develops hostility di- 
rected toward destroying the object. In adult- 
hood his frustration results in an attempted 
destruction of the loved object by a psycho- 
logical incorporation of it and then an attack 
upon it. Such a psychological upheaval, how- 
ever, does not go on unnoticed by the un- 
conscious part of the personality. That par- 
ticular portion we call the super-ego, the 
unconscious conscience, disapproves and as 
a consequence punishes the individual’s ego. 
The result then—the terrific sense of guilt— 
is expressed in his self-depreciation, his feel- 
ing of unworthiness, and sinfulness which 
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we may regard as self-punishment adminis- 
tered because of the hostility that he has 
expressed toward this introjected (and thus 
destroyed) former love object. We can thus 
see in the melancholias the two very con- 
spicuous mechanisms: the expression of hos- 
tility toward the formerly loved object, and 
the self-punishment that results because of 
the ego’s expression of this hostility. 


Treatment 


On the basis of our understanding of the 
dynamics in depressions, the chief therapeu- 
tic aims are two: first, to help the patient 
turn the hostility from himself and his in- 
trojected love object to the outside world, 
i.e., to externalize his hostility; and second, 
to help him neutralize or atone for the sense 
of guilt, ie., help him “punish” himself in 
some useful or constructive manner rather 
than merely by self-depreciation or self- 
condemnation. The various methods which 
we use to accomplish these therapeutic aims 
will of necessity vary with the intensity of 
the depression and this in turn is directly 
proportional to the patient’s ability to co- 
operate and his capacity to take part in a 
program of activities. 

The first consideration of treatment, how- 
ever, in all severe depressions should be to 
place the patient in the hospital. This is 
desirable for several reasons. The first and 
most important of these is to afford protec- 
tion for the patient. Undoubtedly, mild de- 
pressions and certain instances of the am- 
phithymia type of reaction can be treated 
outside a hospital. But on the other hand one 
must assume, and can do so with the positive 
conviction that he is correct, that even in 
relatively mild depressions suicide is always 
an imminent possibility. It is a recognized 
fact that the majority of suicides occur in 
individuals suffering from a depression, and 
in all causes of death it stands ninth. It is 
nearly twice as common as homicide and 
accounts for more deaths than the five most 
common communicable diseases. It is not 
possible to adequately judge when a person 
is suicidal, and merely to ask the individual 
the question as to whether he has such 
thoughts is never reliable. Hospitalization 
further is indicated because the home situa- 
tion can never be an adequate protection 
against suicide and while this accident does 
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occur sometimes in the hospital the Chances 
are reduced a thousand-fold. If afforded Only 
protection, regardless of the treatment, the 
majority of depressions recover if given 4 
sufficient length of time. But they do not 
recover if their self-destructive urge is syc-. 
cessful and in part for this reason the re. 
covery rate in depressions is much increaseg 
if they are placed in a hospital. 

In addition to being a means of self-pro-. 
tection, hospitalization removes the patient 
from his former environment and provides 
him with an environment in which he can 
function more easily. It takes patients away 
from the emotional waves of their relatives 
and friends and gives them a haven in which 
they are free from these emotional stresses. 
Furthermore, hospitalization does provide an 
opportunity for specific therapeutic measures 
designed to meet the psychological and phys- 
ical needs of the patient. 

Although I mentioned the suicidal danger 
I have not mentioned the precautions. In cer- 
tain depressions we can recognize immed- 
iately that the patient should not be left by 
himself at any time for even one moment. 
Not only can some of them not be left by 
themselves, but they need to be watched con- 
tinuously by the person who is with them. 
Some months ago we had a patient who 
wanted to write a letter home. In most ways 
his conversation was quite rational except 
when discussing his hopeless, dejected atti- 
tude. He was in the midst of this letter and 
the nurse turned her back for a moment to 
arrange his bed; during this time the patient 
drank the ink and jabbed the pen down his 
throat. We find the patient who tries to eat 
his glasses, who picks up wire or glass on a 
walk, who breaks off a piece of the bedsprings, 
who uses the string from his shoe to tie 
around his neck—there is a limitless number 
of ingenious methods which the patient may 
attempt. For these reasons, extremely suicidal 
patients are given only a spoon with their 
meals, the knife and fork being withheld. 
Because of the presence of suicidal patients 
on the same floor, no patient in the hospital 
building is permitted to keep a razor in his 
possession and no patient with suicidal ten- 
dencies is permitted to shave himself. He does 
not have access to any sharp tools, to finger- 
nail files, to scissors; is not permitted to 
have matches, At least three times in our 
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hospital experience we have had a patient 
who has crumpled papers under his bed 
clothing and set fire to them with himself 
in bed. There must be safety precautions to 
prevent the patient from jumping out of the 
window, from reaching any sort of drugs or 
having access to string, or belts, or cords from 
pathrobes. It is our conviction that a phy- 
sician assumes too much responsibility if he 
accepts the management of a patient whose 
depression is of sufficient degree to suspect 
suicidal thoughts outside a hospital. It may 
be much against the patient’s wishes to go 
to the hospital and the relatives may require 
considerable education to agree to it, but it 
is often the safest and most practical thera- 
peutic step to take. 


Hospital Management 


Attitudes to be assumed toward Patient— 
As in every mental illness, the attitude which 
the doctor, the nurse, or the therapist as- 
sumes toward the patient in his illness is a 
major influence on the course of the illness. 
Insofar as each individual personality per- 
mits, the adoption of a specified uniform and 
consistent attitude by every one who contacts 
the patient may do much to aid the recovery. 
To further our therapeutic aim of helping 
the patient atone for his guilt, all the hos- 
pital personnel should maintain an attitude 
of friendliness without effusive sympathy, of 
positiveness without a demonstration of feel- 
ing, and of firmness without being unkind. 
For our own nurses and therapists we use the 
phrase ‘severe kindness” by which we mean 
that they should avoid apparent concern, 
that they should avoid expressing too much 
sympathy or solicitude. It is our aim to help 
the patient gratify his need for punishment 
inflicted on him and demanded by his super- 
ego. If we can become identified with his 
tyrannical super-ego we relieve him at least 
in part of this necessity. Therefore, it is with 
special effort that we avoid the ill-advised 
treatment dictated by common sense, namely, 
an attempt at consolation, or sunshine, roses 
and sweet words. To tell such a patient to 
“cheer up” or to “go and play golf” is like 
telling a drowning man to swim. It only in- 
dicates one’s lack of understanding of the 
nature of the illness, and actually may in- 
tensify the depression. 

The amount of responsibility or the number 
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of privileges which we can give a depressed 
individual depends entirely on the severity 
of his depression. It is obvious that these 
differ widely and that they depend on the 
type of depression and its depth, and yet the 
error is far too frequently made of misjudg- 
ing both the type and the depth of the de- 
pression. One had best err on the side of too 
close surveillance and protective precautions. 
Similarly, the extent of the patient’s social 
relationships with his friends or with other 
patients must be judged by his attitude and 
the degree of emotional distress, but a gen- 
eral principle can be stated: he should have 
sufficient isolation to prevent him having 
what might ordinarily be regarded as “a good 
time.” In the observation of these cases one 
may repeatedly see examples where the pa- 
tient was forced or encouraged to enter social 
situations in which he did momentarily allow 
himself to have some enjoyment, only to feel 
the more guilty afterward because of this 
self-indulgence. 

Perhaps at this point one should add a 
word of caution relative to the frequent re- 
commendation that the patient change his 
environment by taking a trip. If the depres- 
sion is pathological, that is, if it is more than 
the ordinary grief reaction, one must not fail 
to see that the causative mechanisms are 
internal rather than a part of the external 
situation. The patient takes his unsolved dif- 
ficulties with him, no matter whether he is 
in Topeka or Timbuktu, and to expect these 
to change because he changes his geograph- 
ical location is expecting the impossible. 
Furthermore, so-called “trip treatment” is 
particularly contraindicated in depressions 
because the rapidly changing environment 
continuously confronts him with his inability 
to adjust, his inability to enjoy what he knows 
he should enjoy; these repeated failures are 
only additional factors which intensify the 
depression. Consequently in the great major- 
ity of cases, one may State positively that 
“trip treatment” is contraindicated. 

Hospital Procedures—On the belief that all 
severe depressions should be hospitalized, 
the following remarks particularly concern 
methods used in the hospital situation to 
combat the depression. For those milder cases 
where the physician feels competent to 
manage the situation from his office, some 
modification of these procedures can be ap- 
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plied. 

Drug Therapy—No drugs have been found 
which are specific for depressions. Two drugs, 
however, have been recommended in recent 
years and have yielded some success in the 
hands of different workers, namely benze- 
drine and hematoporphyrin. Hematoporphy- 
rin is a photo-sensitive drug introduced under 
the name of photodyne in 1930. Two rather 
important reports have been made in this 
country of its use in depression, one from the 
Institute for Mental and Nervous Diseases 
of the University of Pennsylvania where of 
23 depressed individuals 17 were definitely 
helped; and a second from Hartford Retreat 
where in the treatment of 41 cases, 8 (19%) 
were much improved or recovered, and an 
additional 10 (24%) were improved. Our own 
experience with this drug has not shown such 
favorable results and some time ago we dis- 
continued its routine use. The mechanism of 
its action is unknown but presumably the 
photosensitive property stimulates metabolic 
changes through the skin.! 

The drug benzedrine is a stimulant of the 
central nervous system and because of the 
very frequent psychomotor retardation in de- 
pressions it has been used for the purpose 
of stimulating such patients. The results re- 
ported indicate that it stimulates normal 
persons much more than it does depressed 
persons, and furthermore, that it is more ef- 
fective in increasing the motor activity, the 
speech activity, and the general efficiency 
than it is in elevating the mood. It seems 
to be of more value in the organic depressions, 
particularly in alcoholic depressions and those 
of psychogenic origin.>+ 

Its immediate effects by oral administra- 
tion are reported to have produced beneficial 
effects in 70 per cent of a group of various 
types of depressions though the effects of 
continued administration of the drug were 
less favorable. In our own experience we have 
noted these effects, but the benefits are very 
transient, no permanent psychological chang- 
es are accomplished and there is considerable 
question as to the advisability of its admin- 
istration over long periods of time. 

Sedation therapy is sometimes indicated. 
This is the production of a prolonged sleep 
lasting from two or three days to as long as 
two or three weeks, by giving repeated doses 
of various sedative drugs. The patient is 
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usually capable of taking nourishment in the 
early stages though with deep sedation this 
is often inadvisable because of the Possibility 
of aspiration pneumonia. In our own hospital 
we have used a mixture consisting of sodium 
barbital, grs. 5, and sodium phenobarbital, 
grs. 14% per dram of mixture, in a vehicle of 
lactated pepsin. The patient is given from 4 
to 6 drams of this a day, and depending on 
the nature of the illness, may be maintaineg 
under sedation with from 3 to 5 drams a day, 
This is particularly indicated for those pa- 
tients who manifest considerable agitation 
or where there has been a very special prob- 
lem of sleeplessness. The results of sedation 
treatment are not very satisfactory. Occas- 
ionally, a patient makes a very conspicuous 
gain following sedative treatment, but in 
many instances there is no apparent Change, 
It is a symptomatic treatment for certain 
problems and is useful for short periods, 
Furthermore, it is not without disadvantages: 
it requires very careful supervision and nurs- 
ing care and it is often accompanied by com- 
plications—fever, arthritis, pneumonia, renal 
infections.° 

The use of metrazol as an adjunctive treat- 
ment in the depressions has proven its worth. 
The results have been much more satisfying 
than in schizophrenia. Metrazol is a powerful 
cardiac stimulant which is administered in- 
travenously to produce a violent convulsion 
lasting a minute or two. This is followed by 
a period of confusion lasting an hour or more, 
after which the patient is able to resume his 
daily activities. The use of metrazol had al- 
most been discontinued in many institutions 
because of the many complications of frac- 
ture of the extremities or back. In the last 
few months metrazol has been combined with 
curare, which through a partial paralysis of 
the voluntary muscles, greatly lessens the 
intensity of the convulsion though its thera- 
peutic effect is not changed. Particularly does 
it seem effective in the involutional depres- 
sions. 

There have been a few scattered reports 
of the use of insulin shock therapy—a pro- 
cedure used chiefly in schizophrenia—in de- 
pressions, but too few to evaluate its effec- 
tiveness. In a recent summary of insulin shock 
therapy presented at the Missouri-Kansas 
Neuropsychiatric Society in the hospitals re- 
presented by the society’s membership, it was 
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stated that 5 cases of manic-depressive de- 
pression had been treated with insulin, but 
only one of these recovered; one was much 
improved, one slightly improved, one un- 
changed, and one made worse. 

The psychological mechanisms of the cure 
of depressions by shock therapy are of special 
interest. Among the most conspicuous symp- 
toms which the patient evidences is a need 
for punishment. The conscious wish to die, 
which is so frequently expressed by the de- 
pressed individual, is to be interpreted as 
peing, at least in part, a manifestation of 
this need for punishment. Theoretically, it is 
quite possible that the severe convulsive re- 
action is interpreted, at least by the patient’s 
unconscious, as a kind of punishment as well 
as being a very close approach to death. By 
this punishment the guilt is atoned and the 
patient experiences a rebirth, freed from his 
shackles of guilt. Thus, at least theoretically, 
shock therapy represents an easily available 
form of treatment that meets the unconscious 
needs manifested in the depression. If the 
further experimentation and results of other 
workers substantiate the findings reported to 
date it is quite possible that metrazol will be- 
come an extremely important adjunct in the 
treatment of depressions. 

Symptomatic drug therapy is frequently in- 
dicated: sedation for insomnia, various forms 
of tonics to stimulate the appetite and var- 
ious types of laxatives to take care of consti- 
pation. 

Supportive treatment or more specifically 
the nursing care of the depressed patient is 
extremely important, not only because it is 
the nurse’s responsibility to give the patient 
such necessary surveillance as his self-de- 
structive urges demand, but also because the 
depressed patient is so frequently self-ab- 
sorbed. Associated with his lack of interest 
in the environment or in any form of ac- 
tivity is a tendency to ignore his physiologic 
needs. Consequently, it is necessary to con- 
tinuously note and maintain the patient’s 
fluid intake as well as his caloric intake. In 
addition, it is essential that someone have 
the responsibility, at least in cases of severe 
depression, of insuring elimination. Often 
these patients refuse to rest and must be 
forced to go to bed. Their agitation is often 
SO great, or their self-concern so consuming 
that unless each desired activity is specifical- 
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ly directed and enforced they do not carry 
it out. 

Recreation—The depressed patient profits 
from physical activities but, as was indicated 
above, it has been found impractical to ex- 
pect this type of individual to participate in 
social groups. Unless they feel quite capable 
of so doing, it is inadvisable to encourage 
them to take part in parties, teas and social 
events, or in fact in any social situation which 
they might interpret as “a good time” or as 
pleasure for themselves. The feeling of guilt, 
of being unworthy, of having sinned is suf- 
ficient to prevent these patients from en- 
joying what for the average individual would 
be a pleasurable activity. Such participation 
only increases the sense of guilt. 

As a consequence, recreation is prescribed 
as a task; it may consist of setting-up exer- 
cises, or of enforced walks, of physical labor, 
but whatever activity is ordered should be 
carried on individually rather than in a group. 

Occupational Therapy—As has been stated, 
very frequently depressed patients decline 
to take part in any sort of activity, but when 
the patient indicates a great sense of guilt 
and a consequent need for punishment, it 
is frequently helpful for him to do hard man- 
ual work. Its value may be enhanced if it is 
a type of work that ordinarily would be un- 
pleasurable for the particular individual. 
This work should be prescribed and insisted 
upon. By its performance the patient is given 
the opportunity to gain the two chief objec- 
tives of therapy in the depression: namely, 
the opportunity to atone for his guilt through 
the hard work, or perhaps the menial or un- 
pleasant work; and second, to externalize his 
aggressions in the labor. For instance, if the 
patient can be assigned to the demolishing 
of a building he can atone for his guilt through 
his menial labor and at the same time can 
destroy something outside of himself, thus 
expressing his hostility externally rather than 
against himself. We have found it helpful 
to assign such patients to digging in the 
garden, to making walks, scrubbing walls, 
polishing floors. For women we have found 
such assignments as shining silver, tearing 
carpet rags, and washing dishes to be prac- 
tical outlets for their needs. 

Dietary Therapy—tThe diet most usually in- 
dicated is one of high caloric value but one 
that also takes into account the constipation. 
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The chief problem presenting itself in dietary 
therapy is that of getting the patient to eat. 
Even in the milder depressions the patient 
loses his interest in food and in the severe 
depressions he may refuse to eat altogether, 
or perhaps even to take any form of liquid. 
Consequently, spoon-feeding frequently be- 
comes necessary, and all too often one may 
have to resort to tube-feeding. While the pa- 
tient with the amphithymic type of depres- 
sion rarely loses much weight and consequent- 
ly has little disturbance of appetite, patients 
with severe reactive depressions and the mel- 
ancholias generally lose weight. The use of 
small doses of insulin, given prior to each 
meal, occasionally has shown satisfying re- 
sults as a stimulus to the appetite. Other 
tonics may be effective and, depending on the 
findings, vitamine medication may be de- 
sirable. 

Psychotherapy—Without any formal psy- 
chotherapy, the majority of cases of depres- 
sion will regain their normal outlook in any 
particular attack. But the very fact that these 
attacks recur is an indication that there are 
factors in the personality that need change. 
And these changes can be brought about only 
through psychotherapy. The depressions, like 
schizophrenia, present very special problems 
in psychotherapeutic aid. During the attacks 
psychotherapy is extremely difficult, not only 
because in many instances the patient may 
be almost entirely inaccessible but also be- 
cause of the frequent occurrence of an in- 
creased intensity of the depression with any 
attempt to investigate its psychological sig- 
nificance. As a consequence, it is questionable 
whether any sort of interpretative psycho- 
therapy should be given during the severe 
part of the depression. Such psychotherapy 
also makes the possibility of suicide more im- 
minent and consequently it is our belief that 
such therapy should not be carried out ex- 
cept in institutionalized cases. 

Depressions have a great advantage in that 
there are free intervals between attacks, dur- 
ing which the patient may be approached 
and may become quite accessible. Unfortun- 
ately, in these relatively normal periods, the 
patient sees no need for help and it is the 
very unusual case that seeks it. They always 
believe that they are entirely well and have 
had their last depression. It is extremely dif- 
ficult to advise the most advantageous ap- 
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proach for the mildly depressed patient who 
sees the physician in his office. It seems prob- 
able that the physician’s advice might be 
best couched as commands and orders for 
the patient to follow, rather than as reas- 
surance and sympathy. It may be helpful in 
some instances to outline a specific program 
of activities for the patient, not only with 
regard to his business life, but Particularly 
for his free hours, making it mandatory that 
he adhere to such a program. The physician 
may advisedly make a task out of his assign- 
ment and it may be desirable to supplement 
his orders with such drugs as benzedrine anq 
hematoporphyrin, taking care to also inquire 
about the physiological activities of his pa- 
tient. 

The possibility of permanent cure through 
psychotherapy has been offered through psy- 
choanalysis. No one, however, claims spec- 
tacular results by this method, though at 
least theoretically during the interval periods 
free from depression, such treatment may be 
extremely helpful, and in some instances it 
certainly has prevented subsequent attacks. 
Such analyses, however, can be expected to 
be very long because of two very fundamental 
difficulties involved in the problem. The first 
is that because the traumatic situation caus- 
ing the difficulty occurs so early in the in- 
dividual’s life, namely during the oral per- 
iod, the attempt to uncover the factors which 
have brought about the oral fixation is ex- 
tremely difficult, if not impossible. The sec- 
ond fundamental difficulty is the fact that 
this type of illness is primarily a narcissistic 
one, that is, the individual is so much in love 
with himself that he fails to establish con- 
fidence in the therapist. This difficulty in 
forming what we technically call a trans- 
ference is greatly increased because of the 
patient’s ambivalence, a characteristic of the 
illness which was discussed above. Even in 
the free intervals the individual’s capacity 
to form attachments to people is not normal 
but changes frequently and is never as con- 
sistent as in the more psychologically mature 
individuals. Nevertheless, one should not 
ignore the fact that in the analytic procedure 
the patient does unburden himself and this 
type of therapy offers most hope for affect- 
ing a permanent change in the individual and 
thus a cure for this type of illness. 

Menninger Clinic. 
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Psychiatry and the Traffic Problem* 
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Detroit, Michigan 
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physiology and public health. He has been a psychologist 
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a clinic for domestic relations connected with the judicial 
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chiatrist at Harper Hospital and Associate Attending 
Neuropsychiatrist at Eloise Hospital. He belongs to 34 
professional organizations and has published almost 100 
articles in the past ten years as well as two books, one of 
which has been translated into two foreign languages. 


It is unfortunately true that psychiatry is 
only a name to most of our citizens. If there 
is an exciting murder case, a psychiatrist is 
brought in as a witness for the defense and 
perhaps his testimony is rebutted by another 
one who is employed by the prosecution, and 
the resulting apparent discrepancy makes 
news. This is about the only opportunity that 
the public has of learning that there are such 
experts as psychiatrists, yet every State Hos- 
pital has a number of them on its staff, and 
psychiatry is a science which though very 
new has made great progress. 

The purpose of this paper is to show, by 
mentioning briefly some of the findings of 
the Psychopathic Clinic of the Recorder’s 
Court, which has the only Traffic Division 
in any Court in the world, how psychiatric 
knowledge has been brought to bear upon 
the problems of automobile traffic. 





* Read in part at the Twenty-fourth Annual 
Michigan Highway Conference, University of 
7 Ann Arbor, Michigan, February 15- 

**From the Psychopathic Clinic of Recorder’s 
Court, Traffic Division, Detroit, Michigan, 
Series T-11. 


The psychiatrist, of course, is an expert 
in dealing with sickness of the human mind. 
He has as his allies in the clinic the psycho- 
logist, who measures certain types of mental 
reaction and is able to determine variations 
in types of personality and types of special 
abilities. He also is aided by the sociologist, 
who studies the relation of one person’s be- 
havior to the personality of another. When 
cases are studied by this team of (1) medical 
man, particularly one who specializes in dis- 
orders of thinking, (2) psychologist, and (3) 
sociologist, one gets a well-rounded picture 
of the traffic offender (or criminal of any 
sort), in order to see what is wrong with him 
so that he may be treated and be made not 
only harmless to society but, if possible, an 
asset. The psychiatrist in the Recorder’s Court 
does not study the insane except in about 
one per cent of the cases sent to the Clinic, 
but he does study the personality and phys- 
ical deviation of the traffic offender. 

I should like to give a brief history of the 
Recorder’s Court Clinic and the part that it 
plays in the study of traffic offenses in 
Detroit. 

In 1920 it was necessary to re-organize the 
Police (Magistrate’s) and Recorder’s (Crim- 
inal) Courts in Detroit, in order to make 
them more efficient. At that time, written 
into the statute creating a combined court, 
was a paragraph which provided for the 
establishment of a Psychopathic Clinic. At 
that time nobody knew very much about what 
any sort of a Psychopathic Clinic was. The 
theory was that there were a number of in- 
sane people going through our Courts who 
should be weeded out and should not be sent 
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to penal institutions. Practically, the Clinic 
has turned into a highly scientific group 
which began to evaluate the non-insane as 
well as the insane offender in order that the 
Judge could completely understand his per- 
sonality. In 1928 one of the Judges requested 
that the Clinic make a survey of traffic of- 
fenders which was carried out.'! At that time 
the Clinic was amazed to find that out of a 
hundred successive traffic violators, those 
who had committed parking offenses, and 
other breaches of the traffic law, over one- 
half were feebleminded. The Clinic went 
along until 1936 seeing only a few traffic 
cases each year, but at the end of 1936 the 
traffic problem became so acute that the 
Detroit public, as represented by the City 
authorities and leaders in automobile safety 
work, emphasized the fact that the services 
which the psychologist, psychiatrist, and other 
experts could render to a Court, should be 
made available to the Traffic Division of 
the Recorder’s Court, which had in 1930 
branched off from the parent organization 
and has now its own Judges. 

In October of 1936, the Traffic unit was 
set up. A number of studies which have 
been made in Europe and in this country 
were at the disposal of the Director to 
aid him in formulating a scheme for exam- 
ination,?:34.>.67.8.910 and we thought at that 
time that our greatest value to the Judges, 
and to the Public, would be to make an ex- 
amination on the theory that those who had 
slightly defective vision might be those who 
would be most likely to get into accidents.!! 
Or, perhaps, it seemed that, if we were able 
to measure reaction time, depth perception, 
breadth of vision, and other psychological 
traits of that sort, we could simply tell the 
Judge that the individual was defective in 
one or more of these traits and should not 
drive a car. 

After examining about a hundred cases our 
whole thought on the subject underwent a 
marked modification. We learned that all of 
those things which the general public believes 
to be responsible for accidents are really only 
minor traits. To know that one or two of 
those abilities are defective might give us 
some information toward deciding whether 
a man should drive or should not drive, but 
we soon realized that nobody could be ruled 
off the highway because he had a slow re- 
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action-time or narrowness of vision, nor, 
vice versa, could he be granted a clean bil] 
of health in driving because he knew the 
traffic laws, or because his vision was norma) 

I summarized our findings on the first fey 
hundred cases in a short article’? in which 
I pointed out, for instance, that tests for 
hearing were not necessary since deaf people 
had a better accident record than those who 
could hear, and in addition most of us were 
driving deaf when our windows were up. 

I pointed out, too, that reaction-time was 
not important, that, instead, it was impor- 
tant for the individual to comprehend the 
nature of an impending accident long be- 
fore it was necessary for him to tramp on 
the brake, and that merely stepping on the 
brake at the last moment was of no value 
because of the inertia of the motor car. The 
difference between a slow and a fast reaction- 
time is only a matter of a few feet at even 
quite a rapid speed. I pointed out that out 
of many hundreds of cases seen, barrel vision 
and limitation of the breadth of the field of 
vision, was not found to be an important 
factor at all, and that a thorough physical 
examination, blood test, and eye examination 
by an oculist would reveal such defects more 
fairly, particularly if treatment were to be 
considered, than any simple test. 

In other words, the usual tests for traffic 
aptitude have been found to be useful to us 
only in a small percentage of the cases. More 
important at this stage of safety work than 
improvements on the car or highway is the 
matter of improving the driver, so we could 
not throw the conventional tests out because 
often they furnished a clue which was very 
valuable, pointing out something for us to 
study thoroughly in the physical examina- 
tion or in the psychiatric interview. 

It would appear then that psychology had 
very little to offer and that since color- 
blindness, reaction time, and other such 
traits, were not of importance in the traffic 
situation, the Clinic might as well report 
that there was nothing which could be done 
psychologically for the traffic offender and 
let it go at that. However, while we were find- 
ing that these tests of vision, color and other 
traits did not weed out those who were likely 
to get into accidents, or those who were 
prone-to-violations, nevertheless, the Dpsy- 
chiatric and physical examinations and the 
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history of the offender proved to be of ex- 
treme value, for we have found many insane, 
many dangerously feebleminded, and many 
who were relatively normal but whose think- 
ing processes about driving were bad. 

About twelve hundred cases have now gone 
through the Clinic. It has been difficult for 
the Judges to select the cases to send to us. 
If the Judges were physicians and could notice 
the insane, the feebleminded, and those with 
defective eyes, and others by looking at them, 
the problem would be easy, although I ques- 
tion whether a physician, giving as casual 
an examination of a man as would be per- 
mitted in the time that he spends before a 
Judge in Traffic Court, would be able to do 
very much in the way of diagnosis. Obviously, 
we cannot examine all of the cases going 
before the Court because some days as many 
cases are seen by one of three Referees in the 
Traffic Court as we are able to see in a whole 
year with our small staff. But nevertheless, 
it turned out that out of our first five hund- 
red cases we located a great deal of mental 
and physical disease. In fact, it rather ap- 
palls me when I drive down the street to think 
of the kind of man who may be driving next 
to me. But I do not imply by the very high 
figures that we have in the way of mental 
and nervous diseases in our selected cases 
going through the Clinic that all of the law- 
violators, or those who get in accidents, have 
something the matter with them.!3 

I think that we should concede that it is 
possible for two normal persons with clear 
vision, normal judgment, good strong healthy 
muscles, and who are otherwise without any 
handicap, to get into collisions through no 
obvious fault of one or the other, and it is 
this that I wish to stress first. This is an im- 
portant consideration and reveals that many 
going through Court should not be penalized. 

There are certain psychological traits that 
should be understood in order to aid in the 
correction of the traffic problem. These have 
been very badly neglected and even here I 
must neglect them in order to outline some 
important features of the general traffic 
safety program where we already see some 
application of known psychological facts. It 
was only a few days ago that I attended a 
meeting at which practically all of the im- 
portant safety experts in the country were 
present. The one man in this country who 
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has more to say about the expenditure of 
money for research than any one else, made 
the usual speech stressing education, enforce- 
ment, and engineering. It appeared to me 
that for a man whose livelihood rests upon 
exact scientific principles in order to make 
his product saleable, for he is an executive 
of a large automobile company, his whole 
approach of ignoring scientific relationships 
which we are finding in our Clinic, with par- 
ticular reference to norma! traits and normal 
people, made his arguments of little value. 

I doubt very much whether this man would 
have said that in order to make a safe auto- 
mobile we need a pretty looking car, or that 
we need one which we cannot shake loose 
when we pull up the windows. He undoubted- 
ly realizes that engineering safety goes deep- 
er than that and so does psychological safety, 
as we have demonstrated in our Clinic. 

In dealing with safety education, for in- 
stance, safety engineers and traffic experts 
have a rather highly developed science of 
their own but have completely ignored the 
fact that there is a science of pedagogy. There 
are certain techniques which experts on 
teaching have devised which are efficient for 
teaching arithmetic, language, and science, 
and which can be applied just as well in 
teaching safety. I will admit that when safety 
education is in the hands of the school men, 
it approaches an adequate pedagogical level 
except that only too often teachers, who 
themselves have forgotten everything that 
they knew about the psychology of education, 
devise courses which are not applicable. 

After seeing many cases, the Clinic is con- 
vinced that there is only one way to make 
a safe driver and that is to consider his back- 
ground scientifically, his psychological and 
physical make-up, and to train him to drive 
a car efficiently. We are sure that the major- 
ity of drivers on the highway are physically 
safe; we have learned that the man who has 
only one-third normal vision is quite safe 
on the highways provided his attitude toward 
others is good. I would say that a man with 
one-third slow reaction time is still safe on 
the highways. He must have practice, he 
must know where his weaknesses lie, and he 
must have the proper attitude. 

A complete discussion of the weaknesses 
of education for traffic safety cannot be 
given here, but in our Clinic we have found 
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that not one man out of a hundred has been 
taught how to drive a car with competence, 
tactfulness, and care in regard to the other 
fellow. He has no idea that the other fellow 
has any rights and, I must add, that from our 
tests of driving capacity we have found that 
more than half know the laws by rote yet 
have no idea of how they are carried over 
practically. If an instructor were to show 
them a model car which is violating a law on 
a specially constructed city model, they can- 
not perceive that that car is violating the 
law. They do not notice a car that is parked 
right by a fireplug, they are not aware of a 
car that is parked on the sidewalk even 
though it is in front of their eyes. In other 
words, they have not learned anything about 
lawful driving even though they have me- 
morized the rules. They have not transferred 
a theoretical learning into a practical situa- 
tion. Since this is the case, I would say that 
one reason why there are not more accidents 
and law violations is because most of us have 
been driving many years and we have been 
corrected, perhaps in spite of ourselves, by 
reading informative material in the news- 
papers, by having our errors pointed out by 
our back-seat-driving wife, by seeing pictures 
of accidents, and by exchange of views with 
other drivers. Some things we learn because 
somebody else has made a mistake and has 
frightened the life out of us. We learn not tc 
cut-in because somebody else has cut-in in 
front of us. 

Another thing that the Clinic has learned 
about the normal driver, which is of con- 
siderable importance, is that “traffic drives,” 
i.e., a newspaper campaign against traffic 
fatalities do not reach the majority of indi- 
viduals who are handling a motor car. We 
have made a rather casual survey, and I do 
not have definite figures to prove my state- 
ment, but I am led very strongly to believe 
that not one in nine people read the news- 
papers thoroughly. Even if a “traffic drive” 
is being conducted, unless it is actually head- 
lined, the number of deaths listed, and a 
great deal of excitement is stirred up about 
it, the public does not know that any effort 
is being made to do safety work. 

In addition, many of the people that we 
see are illiterate. They cannot even read the 
stop-signs; they cannot read directions; they 
do not know the law because they cannot 
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read the pamphlets which are passed out to 
them supposedly to teach them traffic laws. 

Other people are indifferent. They fing 
that newspapers bore them because they haye 
to read two or three paragraphs and cannot 
get it all out of the headlines. Others are dis. 
gusted with the newspapers and say they wi] 
not read any of them because they are aj 
untruthful. In other words, our usual con- 
cept of the teaching of traffic safety to adults 
apparently does not reach the largest group 
that the Clinic sees. New educational tech- 
niques, possibly akin to those which have 
been used so successfully in the past by pub- 
lic health experts, must be devised, and I 
think only trained traffic psychiatrists are 
qualified to do such work. 

Let us go on to safety engineering. Engineers 
know how to lay roads so that they do not 
bend in the middle or curve into an S shape 
for no reason at all. If called upon to build 
a bridge, they can do it with some degree of 
competence without having the likelihood of 
a collapse. And yet they make no demand upon 
the scientific mental expert to show them 
whether they are violating any of the laws 
of human engineering when they make cer- 
tain demands of the driver. 

One question, for example, that comes to 
my mind frequently in this respect is the 
psychologically haphazard location of “stop” 
signs. There is a very great question whether 
stop-signs on three consecutive streets run- 
ning parallel to one another do not cause an 
entire disregard of the law on the part of 
certain types of drivers. I think that it is 
very definitely a question for the psychologist 
to decide whether permitting drivers to make 
a right turn against a red light does not have 
a psychological effect so that some individ- 
uals will drive through the red light on some 
other occasion. It is not entirely cleared up 
in my mind, and I think the psychologist 
must clear it up soon, whether having both 
the stop-sign at the side and the distracting 
red light above are not too much for the 
ordinary mind to grasp and that instead of 
enhancing his reactions and encouraging the 
person to make an effort to stop, does not 
cause him to become confused or indifferent. 

Is a banked curve or a broad highway 4 
stimulus to drive fast? Does not such an 
engineering achievement perhaps defeat the 
purpose of those who want law enforcement? 















ST 





1941 


All of these are psychological questions which 
we are studying as well aS we can in the 
Clinic and which will eventually require some 
deep research for which there are neither 
funds nor personnel available at the present 
time. 

Now the third “E” which is so much stressed 
by safety experts is the one about which we 
raise the most grave questions according to 
our clinical findings. I concede without an 
iota of hesitation that selective and strict 
enforcement has had an extremely beneficial 
effect, yet I am sure that even those who are 
well versed in the manner of carrying out 
this method of procedure will agree that 
there will be a definite place beyond which 
we cannot pass. There will be, for instance, 
the casual offender, the fellow who day- 
dreams when he drives and goes too fast; he 
is not aware that he is a violator, so thinks 
nothing of enforcement. There are a number 
of individuals who show abnormal traits like 
egocentricity and will violate the law delib- 
erately. A psychiatric criminologist, with other 
expert assistance, can study and remedy these 
conditions. 

The science of criminology is far older than 
the science of building automobiles.'t There 
are certain well-defined features about crim- 
inology which we are bringing into the Court 
every day through our Clinic, but are being 
ignored in traffic safety. The only thought 
that I emphasize is in direct contrast to the 
belief of some civic leaders who are not ed- 
ucated in scientific psychology, and that is 
that to enforce law there must be a demand 
for law-enforcement. To even the most ele- 
mentary student of the science of criminology 
desire on the part of the public for a certain 
law is one condition which is necessary for 
efficient enforcement of that law. People 
must want that law and must know that that 
law is on the statute books, and what it means 
to obey it in terms of the welfare of them- 
selves and others. This perhaps throws us 
back to education. When people know what 
the law is, and why we want them to obey 
it; why, for instance, there is a stop street 
in a deserted district which has no apparent 
Significance, why strict obedience to the law, 
even though there is no danger at a partic- 
ular intersection, is necessary, we will see 
less need for expenditures for enforcement. 

In our Clinic we find that the majority of 
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individuals do not know that a law is on the 
books, do not know the nature of the law and 
what it does for the individual himself, and 
has no conception of the argument that the 
rest of society must be protected. Frequently 
we hear from our patients such statements 
as these: “It was four o’clock in the morning 
so I thought I could go as fast as I could; 
it wasn’t likely that there would be anybody 
else out.” This man had caused a death. 
Another individual to whom I talked said: 
“T didn’t feel drunk so I didn’t feel that I 
shouldn’t drive my car.” In other words, all 
of the preaching about drunk driving, and all 
of the punishment of drunk driving, (and 
we do send them to jail consistently in De- 
troit), had made no inroads into his thinking. 

It is true that there are some mental de- 
fectives whom we cannot correct. We can- 
not lock the rest up, and we cannot just take 
away the licenses from all stupid people. We 
have to make allowances for them; we have 
to teach them by memory, like children, that 
they must obey laws, and we have to explain 
to them as well as we can why it is that they 
must obey them. 

I have by no means covered all of the pro- 
cedures and findings of our Clinic. It would 
take an entire book, and I hope we will pub- 
lish one soon, to explain these things, but I 
have implied that judging by one’s own traf- 
fic reactions, particularly if one is safety 
minded, is no way to study the psychology of 
others. It should be done in a scientific and 
systematic manner and science rather than 
guesswork should be stressed. 

Perhaps I have given you an idea that the 
Clinic only does research. That is not true. 
I have here summarized some of our findings 
whieh I thought might be of interest but 
only a sample of what psychology is finding 
out about the driver. We are now getting to 
a place where we can show a judge that a 
man’s speeding is due to certain mental traits 
which are correctible and more and more the 
Clinic is proving itself to be an aid to the 
judge in suggesting treatment. In addition, 
we are giving actual treatment to make of- 
fenders law-abiding based on scientific prin- 
ciples but the type of information which is 
cursorily touched upon above was necessary 
before we could begin. 

We physicians must not be pessimistic. All 
of the defects described in this paper indicate 
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means for their own correction but to cor- 


rect we need study, not guessing. Knowing 


that a man speeds is not enough; we must 
know why in order to stop speeding. 


When the features of a psychiatric safety 


program are put in force throughout the 
country, then the physician will be playing 
his part and I would not be surprised if the 
end result of such a program would be startl- 
ing. 

Psychopathic Clinic. 
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Well-trained, scientific physicians have 
more failures in treating “nervous” patients 
than in any other field. Some doctors seem to 
feel insulted if a thorough physical examina- 
tion fails to reveal any organic basis for the 
patient’s complaints. They are apt to betray 
this feeling and to say irritably, ‘There’s 
nothing wrong with you. Your troubles are 
all imaginary. Go home and forget them.” 

The nervous patient goes home, saying to 
himself and probably to others, “There’s 


another doctor who doesn’t Know his busi- 
ness. I wonder if he thinks that I am just 
pretending to ‘be sick.’ ” 

If business is poor, some doctors may be 
tempted to say to themselves, “Here’s a neu- 
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rotic. I hate to bother with him, but I might 
as well take his money as let someone else 
string him along.” Then the doctor gives the 
sufferer one or another of the bromides and 
tells him to come back in three days. The 
sedative may help to relieve the tension from 
which these patients suffer, but the funda- 
mental difficulty, the patient’s maladjust- 
ment to life, remains untouched. 

Neither of the above attitudes is worthy 
of a good doctor. We should neither insult 
nor exploit our patients, but should try to 
realize that they are suffering and suffering 
severely, no matter how trivial their com- 
plaints may seem to us. 

One of our patients, upon returning to the 
psychiatric clinic at Rush Medical College, 
after recovering from a severe attack of pneu- 
monia, said, “Why, doctor, pneumonia is 
nothing. I’d rather have pneumonia for the 
rest of my life than one hour of nervousness.” 

Few medical schools prepare the student 
to treat these patients successfully. In order 
to give the student a foundation which will 
enable him to pass the state board and other 
examinations, they devote almost all of his 
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time during four gruelling years to physical 
aspects of illness, ignoring the fact that every 
individual is composed of mind, body, and 
spirit and that the harmonious integration 
of these three powerful factors should be 
worked for, rather than the prevention or 
cure of diseases of the body alone. 

“A sound mind in a sound body” is a worthy 
goal for ourselves and our patients. Adolph 
Meyer is quoted as saying to his class at 
Johns Hopkins, “A human being is an inte- 
grated unit, composed of a body and a mind 
and something which has been called through- 
out the ages—a soul.” 

At Rush Medical College, only 1.2 per cent 
of the 4,000 recitation hours of the Junior 
and Senior years in medical school are 
spent in studying psychiatry. When the 
young doctor gets into practice, he prob- 
ably will find that a majority of his patients 
have no organic illness. Morton Prince used 
to say that 80 per cent of all illnesses are of 
psychogenic origin. The doctors in the gastro- 
intestinal department at Rush say they be- 
lieve that 95 per cent of all stomach disorders 
are caused by unsolved emotional conflicts. 

It is reported of a brilliant young grad- 
uate of Oxford, that when he started in gen- 
eral practice in Wales, he was surprised and 
disappointed to find how many of his patients 
had no organic basis for their suffering. He 
kept an accurate record and found at the 
end of two years that 70 per cent were neu- 
rotics. He decided that he was in the wrong 
profession and entered a theological semi- 
nary. 

Nervous patients suffer, too, from the irri- 
tability and impatience which their families 
show toward them. After consulting one doc- 
tor after another and being told by each one 
that “there is nothing organically wrong,” 
the family becomes disgusted and begins to 
nag the sufferer, calling him “lazy” and 
“good-for-nothing” and telling him to “snap 
out of it,” etc. The patient would like to 
“snap out of it” but frequently is so handi- 
Capped by fear and indecision that he finds 
it impossible to try. 

We physicians complain when business is 
poor. Instead of searching for the cause in 
some lack in ourselves, we are apt to yield 
to a childish desire to blame others, just as 
the neurotics do. Our medical societies spend 
a great deal of time and some money trying 
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to prevent the inroads which Christian 
Science, Osteopathy, Chiropractic, etc. make 
in a field where we think we should be su- 
preme. 

Christian Science has been one of the worst 
destroyers of the doctor’s prestige. Mary 
Baker Eddy was almost fifty when she wrote 
Science and Health and founded Christian 
Science. She had been a maladjusted person 
and a chronic neurotic invalid all of her life. 
If some sympathetic physician had under- 
stood the nature of the emotional conflicts 
from which Mrs. Eddy suffered and had re- 
lieved her of her suffering, what a help he 
would have been to our profession! 

In 1923, Dr. Jas. H. Hutton, then president 
of the Illinois State Medical Society, appoint- 
ed a committee to investigate the causes of 
the loss of business of which the doctors were 
even then complaining. Physicians reported 
that their patients were leaving them to 
consult Christian Scientists, Osteopaths, 
Chiropractors, and other cults. The commit- 
tee delegated Miss Carroll Keller to find the 
reasons. 

In a paper presented before the society 
at its meeting in Decatur in May, 1923, Miss 
Keller gave the following report: 

She had secured the help of people in all 
walks of life, from a society matron on the 
North Shore to taxi-drivers, bill-collectors, 
hotel chambermaids, etc. These volunteer 
workers asked their friends and acquain- 
tances informally, “What did you do the last 
time you were sick?” When the great major- 
ity replied that they had not consulted a 
physician, the interviewer asked, “Why didn’t 
you go to a doctor?” 

Almost seven thousand people in or near 
Chicago were interviewed. When the results 
were collected, it was discovered that only 
13 per cent had consulted a doctor. Some of 
the reasons for not doing so were as follows: 

“Doctors are negative. They tell you what 
not to do while the cults do something to you 
and encourage you by telling you that you 
can get well.” 

“Doctors resent questions and are as arro- 
gant as a New Zealand devil dancer.” 

“They are as friendly to other doctors as 
two strange bull-dogs.” 

“Honest physicians will protect a crook at 
the expense of the patient.” 

“Physicians will never admit any good in 
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mental or related aids.” 

“The cults draw upon forces greater than 
man. The doctor’s resources are human and 
mechanical.” 

“Instead of encouraging the patient to help 
himself to get well, as some of the cults do, 
the doctor treats him like a clod.” 

“The doctors use diet, massage, rest, change 
of scene, etc., as the cults do, but the doctors 
will not acknowledge that nature works the 
cure.” 

“They resist new ideas unless advanced by 
one of their own number and presented be- 
fore one of their societies.” 

“They condemn other methods of healing 
without making any attempt to investigate 
them.” 

Only 7 per cent of those interviewed had 
any real or fancied grievances against the 
doctors. Less than 6 per cent declared that 
they had no interest in any form of treatment 
other than medical. This loyalty was more 
common among the foreign born and in the 
poorer districts than on the boulevards. 

Although this investigation was made al- 
most twenty years ago, its results are worth 
recalling since conditions have changed very 
little since then. Doctors still are spending 
more time in attacking the cults than in 
trying to understand and correct their own 
shortcomings. A helpful, understanding at- 
titude towards functional nervous disorders, 
both the neuroses and psychoses, would do 
more to relieve suffering and create happi- 
ness than a knowledge of all the facts learned 
in laboratory and lecture halls. The cults have 
their greatest success in trying to solve the 
vital, human problems which are baffling all 
of us today. 

In 1922, the Illinois State Medical Society 
appointed a “Lay Educational Committee” to 
inform the public about the progress being 
made in medical science and to try to combat 
some of the prejudice against the doctors. 
After discovering that doctors themselves 
needed educating fully as much as the laity, 
the committee’s name was changed to ‘“Edu- 
cational Committee of the Illinois State Med- 
ical Society.” The purpose of this committee 
is “to make the doctor and the public better 
acquainted and to present him in a more 
favorable light.” The committee has increased 
its influence and the scope of its activities 
since 1922. It now has six distinct fields of 
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work: the Speakers’ Bureau, Radio, Press, 
General Health Education Service, Cooperat- 
ing Organizations, and Scientific Service 
Committee. 

Our patients would like to be healthy and 
happy. We doctors should try to realize that 
we can be of greater service when helping 
a maladjusted personality to solve its prob- 
lems than in setting a broken leg or in operat- 
ing upon ruptured appendices, for ‘“‘What doth 
it profit a man if he gain the whole world 
and lose his own soul?” 

Acute cases are interesting—much more 
interesting than the chronic complaints of 
the neurotic, but the latter are much more 
destructive of personal and family happiness, 
One nervous person can make more people 
miserable than almost any number of pa- 
tients with organic complaints unless they 
have a neurotic attitude toward their illness. 

Functional nervous disorders may be of 
all degrees—from the irritability of the nerv- 
ous housewife through the chronic invalidism 
of the more severe neuroses to the entire 
withdrawal from normal life and reality of 
the insane. Probably few in our civilization 
can be considered completely adjusted per- 
sonalities. Good adjustment means harmony 
between individual and environment. In the 
chaotic condition of the world today, it is 
hard for anyone to be well adjusted. But we 
can try to be balanced and flexible in order 
to meet the great and terrifying upheavals 
in our environment which seem imminent 
today. 

What are some of the principal reasons 
for a person’s becoming “nervous”? We may 
answer “personality maladjustment causes 
nervousness,” but the human personality is 
so complex that no single etiological factor 
can be found to fit all cases. Many of our 
patients, perhaps most of them, are ‘‘spoiled” 
children who refuse to grow up and accept 
trials and disappointments as part of life. 
The mother who spoils her child by over- 
protection gives him a bad start. 

The following is an example of a mother’s 
over-protective attitude: Staying late at the 
office one Friday afternoon, I heard some- 
one enter the reception room. AS everyone 
else had gone, I went out to investigate. I 
found a woman and a boy of perhaps ten 
years of age. To my question, “Can I do any- 
thing for you?”, Mrs. X. replied by asking 
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angrily, “Is Dr. Jones in?” I told her, “No” 
and asked if I might take a message for her. 
still angrily, Mrs. X. replied, “It won’t be 
a very pleasant one. I want you to tell that 
dentist that I never want to see him again. 
When I brought Johnny down here last Mon- 
day to have his tooth pulled, I made Dr. Jones 
promise not to hurt him, but he did. I could 
hear the poor boy scream way out here in 
the reception room. Poor Johnny has been so 
nervous ever since, he hasn’t been able to 
go to school all week.” 

How can any child grow up strong and 
courageous under such a mother? How much 
petter it would have been if Mrs. X. had said 
on Tuesday morning, “I’m sorry your jaw 
hurts, but follow the doctor’s orders. Rinse 
your mouth out with hot salt water and run 
along to school. The more you think about 
lessons, the less you can bother about your 
jaw.” How often we hear such a parent say, 
“T don’t want my child to have to suffer the 
hardships that I did’—the very hardships 
which had strengthened and toughened him. 

The late Dr. Austen Fox Riggs of Stock- 
bridge, Mass., said; “Nervousness is caused 
by an inefficient use of a good mind-body 
mechanism.” The body is healthy—the intel- 
ligence adequate or superior, but the person- 
ality inhabiting this marvelously complex 
mechanism is miserable. Instead of accepting 
any difficulty as a challenge to be met and 
overcome, the tendency of these over-pro- 
tected children is to run away, to “let George 
do it,’ to find all sorts of excuses for not 
meeting it and then to blame everyone but 
himself when he fails to reach the goal which 
he feels he deserves. 

The nervous patient has a harder time 
working out his personality problems than 
the average individual. He makes “mountains 
out of mole hills;” he can always find “the 
fly in the ointment.” He always is worrying 
and complaining about things. In other words, 
the nervous patient magnifies the difficulties 
in his life and forgets or discounts the bene- 
fits. It is almost as if he expects his life to 
be free from everything unpleasant. Such 
individuals are discontented and unhappy in 
every environment and under all circum- 
stances. 

General practitioners can be of great help 
in preventing these personality maladjust- 
ments. Instead of telling young mothers, as 





I have heard that one pediatrician does, 
“not to expect any reasonable conduct from 
a child until he gets to be ten or twelve years 
old,” they can, and I believe should, tell the 
mothers, “Start training your child the min- 
ute he is born. You have no time to lose, for 
‘as the twig is bent the tree is inclined.’ ” 
When a young child is allowed to have his 
own way in everything, regardless of the needs 
or rights of others, it is very hard for him 
to adjust himself to the inevitable disap- 
pointments, defeats, and even tragedies which 
are sure to come to everyone. 

When I was a child, if I fell and hurt my- 
self, my maiden aunt, who lived with us, would 
say, “Never mind. You’ll feel better before 
you are twice married.” This was certainly 
better for me than if I had been allowed to 
spend a whole school week pitying myself be- 
cause I had fallen and hurt myself. 

Nervous patients are sick personalities. 
Their sickness is more difficult to cure than 
almost any organic illness. Nervousness is 
only one form of personality maladjustment. 
It is usually chronic and tedious, but does 
not necessitate hospitalization. When the mal- 
adjustment becomes more profound, it ter- 
rifies the relatives and makes it impossible 
for them to Keep the patient at home. The 
maladjusted individual is pronounced insane 
and is sent to a mental hospital. 

Doctors need to realize that about 70 
per cent of all the patients in mental hos- 
pitals are not cases of organic brain disease, 
but are functional psychoses—personality 
maladjustments—which the doctor might 
have helped the home and the school to pre- 
vent if he had been sufficiently interested 
and understanding. 

Sometimes a nervous patient finds under- 
standing and help in talking to a sincere 
friend or to a wise minister. Since 1925, theo- 
logical students have had the opportunity of 
learning about the more severe types of per- 
sonality maladjustment, that of the insane. 
In that year, four theological students were 
given clinical training at the Worcester, Mass., 
State Hospital, under Mr. Anton Boisen, Chap- 
lain at the hospital. Later, a national asso- 
ciation, “The Council for the Clinical Train- 
ing of Theological Students, Inc.,” was formed 
with the late Dr. Richard Cabot as chairman. 

In 1932, Mr. Boisen began this work at the 
Elgin State Hospital in connection with his 
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work as Research Associate at the Chicago 
Theological Seminary. At the beginning of 
every summer vacation, twelve to sixteen 
theological students arrive at Elgin. Three 
students make a team and divide the work of 
one attendant between them. The hospital 
supplies meals and the attendant’s salary 
pays the room rent. Usually, the young men 
work on the wards and help in religious 
services and in editing and distributing the 
weekly ‘Hospital Messenger.” The young 
women usually work in the recreation depart- 
ment, taking groups of women patients roller 
skating, to play softball and other games. 
They also help Mr. Donald Beatty who has 
succeeded Mr. Boisen as chaplain and director 
of religious activities. They help with the 
music, call for the patients and return them 
to the wards after practice, vesper services, 
etc. 

Since these students receive only one-third 
of an attendant’s salary, each one works 
for the hospital only one-third of a month. 
Classes are held in the evenings where lec- 
tures are given by Mr. Beatty and members 
of the hospital staff and where the students 
present cases which they have studied in- 
tensively. Students are also allowed to at- 
tend the daily staff conferences where the 
forces creating personality maladjustment 
are discussed as well as the measures which 
may be taken to solve each complex problem. 
This training can give these theological stu- 
dents insight into the working of the human 


—O¢ 





Nervous SYSTEM 


Aucust 


mind. It should be of value later in helping 
them in their ministry to solve the Many 
complicated problems of personality adjust- 
ment which are brought daily to a minister 
for solution. 

Problems of personality maladjustment are 
sure to become more numerous and more dif- 
ficult in the years just ahead. As doctors, we 
have the opportunity to help our patients 
to meet their difficulties bravely and patient- 
ly and to overcome them successfully. The 
greatest help in doing this can come from q 
change in the physician’s attitude, an under- 
standing on his part that the patient’s whole 
personality needs help. 

Many agencies are trying to help give the 
doctors better understanding of these pa- 
tients. The National Committee for Menta] 
Hygiene and the many state mental hygiene 
societies, are doing good work. Women’s clubs, 
parent-teachers associations, medical socie- 
ties, and others are beginning to recognize 
the gravity of these problems. 

Doctors might overcome their inadequacies 
in this direction by taking a sabbatical leave 
from their practice—unfortunately, without 
a salary—and visiting first a good private 
sanitarium and later a state hospital. This 
experience should help the doctor better to 
understand not only his frankly neurotic pa- 
tients, but the neurotic streak which, accord- 
ing to Dr. C. G. Jung of Zurich, is present 
in all of us—physicians and patients alike. 
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Jitterbug Age 
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This paper is provoked by a run of young 
patients, most of whom were college grad- 
uates, who were very unhappy with the rou- 
tine duties of life. They were totally discon- 
tented if not in chase of a thrill. The simple 
pleasures that had been exciting to earlier 
generations were declared to be boredom by 
them. 

Although I cannot find a dictionary def- 
inition of the term, jitterbug, it carries a 
meaning that is familiar to all of us. It pic- 
tures a crowd of young people huddled on a 
small ill lighted dance floor of a jook joint. 
Their bodies move in amoeboid rhythm to 
recorded noise, called swing. It is produced 
by a gaudily lighted machine set in motion 
by inserting a nickel. Were Livingstone’s 
ghost to witness this type of dancing, it might 
feel as though it had returned to where it 
had left the body of the African explorer. 

Youth is no more sexually excited than 
were its elders when they were young. It is 
simply more frank and cautious about it. 
Therefore, the sex problem is not a point 
of this paper. 

An attempt will be made in this paper to 
show that such dream states hinder the train- 
ing of youth to meet the problems of modern 
complex reality. It will try to analyze the 
development of the jitterbug age. It will en- 
deavor to show that we seniors and not youth 
are responsible for their sociologic conflict 
and resulting emotional instability. It will 
be concluded with a recommendation of a 
plausible means to extend mental hygiene 
under supervision of psychiatry. 

Before the First World War, American men 
attended to the business of the country, es- 


pecially their own affairs. Women cared for 
home and children. Evenings were spent 
quietly at home or at early social gather- 
ings where the whole family participated. 

To meet war needs, women were made to 
feel it their patriotic duty to substitute for 
men who had entered a military service to 
“Save the World for Democracy” by “A War 
to End Wars.” 

During the hysterical days of war, men in 
uniform were glorified by civilians, especially 
the ladies. They lived in a fool’s paradise of 
popularity. The let down after the war was 
intolerable to many. On discharge from ser- 
vice, men felt much like pricked toy baloons 
and many found their jobs “satisfactorily” 
filled by women on lesser wage. Compensa- 
tion quenched the women’s qualms of justi- 
fication to continue in business. Both sexes 
had tasted the nectar of excitement and 
neither had any desire to return to the mon- 
otony of prewar occupations. Some men, es- 
pecially those who had seen “Paree,” became 
rovers. Many felt that they had done life’s 
duty to God and Country and that the Gov- 
ernment owed them and their descendants 
livings thereafter. 

The mating instinct survived this war as 
it has all others. Children of this generation 
are now in the late “teens” or early twenties. 
They remember that their parents had rushed 
home from their respective jobs with food 
bought at a delicatessen shop. All grabbed 
a bite to eat and the parents too often de- 
parted promptly to spend much of the night 
at clubs where bad liquor brought fancy 
prices because some reformers had _ said, 
“Thou shall not.” 

With parents engaged in the Maelstrom of 
business and society, money and material 
substituted for love. With abundant money 
from both parents at work, automobiles and 
not parlors were provided for youth when it 
found the urge for the company of the other 
sex. Tuxedos and evening gowns graced 
youth’s bodies at an age when knee britches 
and gingham dresses were to be expected. 
Automobiles and necking dates cleared the 
needed living room for cocktail parties for 
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the adults. Such parties were the rule for 
proper organization prior to attendance at 
dances. Dances were scheduled for ten and 
orchestras practiced until the staggering 
crowds assembled about a half hour before 
midnight. 

The prewar row of chairs around the dance 
hall gave way to tables for bottles and el- 
bows. Dance cards with tassel or pencil were 
abandoned. Dignified dancing succumbed to 
jungle rhythm in keeping with alcoholic 
ataxia. 

The people composing such gatherings are 
the parents of our younger patients. They 
are the people to whom these patients once 
looked to as Gods. As boisterousness of revels 
to Bacchus raised to lofty heights, the child- 
ren could well believe that their Gods had 
let them down. 

Many such orgies have ended in parental 
conflict and broken homes. To win the child 
from the other, each parent forsook all judg- 
ment and pampered it by gifts to gain its 
admiration. Yet love and respect were foreign 
to the picture. 

With imitation of parents natural, child- 
ren of these parents are dropping nickels for 
“hot” music in jook joints. They are prepar- 
ing to carry on a social economy set by our 
generation and not that idea of society for 
which our forefathers pioneered to establish. 

Without family support, we cannot blame 
our public schools for turning out a lot of 
boys and girls who have not learned to study 
or make use of valuable formative years. The 
idea of our school system is democracy in the 
making and keeping. It must be exempt from 
political aggrandizement or church control. 
Restoration of the rod for the unruly with- 
out fear of a suit sponsored by a shyster 
lawyer; abolition of parent-teacher associa- 
tions’ interference, and selection of teachers 
at salaries that will interest true educators, 
with the aid of psychiatry, will help make 
better citizens. 

Misfits in life may become public school 
teachers because they have a political pull 
with the school board or because board mem- 
bers are untrained in human appraisal. Some 
are egocentric, academically over educated, 
impractical individuals who could not earn 
a living in industry. An occasional person of 
this description upsets much good teaching 
in the process of stabilizing youth. 
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In college, we frequently meet fossilizeq 
book worms, who have become molded by 
tradition in an inelastic cast of dogma. Much 
college work is unessential to economy ang 
the graduate is neither fit to do manual labor 
or follow an executive position. The Only 
excuse for many courses is to give these co]- 
lege automatons jobs to keep them off re- 
lief rolls. Such relief is at the expense of 
youth, however. The graduate, under such 
conditions, is good soil for schizophrenia. ’ 

In connection with education and quoting 
from Fortune as condensed in July 1949 
Reader’s Digest, let me quote, “The trends 
that have produced a vexed younger genera- 
tion, go back to their elders, who have lost 
hold on the individual values that make self- 
reliance and self-respect, and who, further- 
more, are responsible for an educational sys- 
tem that provides neither the philosophy nor 
the vocational skills needed to survive and 
grow in the contemporary world ... the 
basic weakness is obviously an educational 
system that does not prepare youth to meet 
the problems of living in the modern indus- 
trial economy of the United States.” 

I cannot resist a few seconds divergence to 
mention the study of medicine. Entrance re- 
quires pre-medical work of from two to four 
years including a modern language. Because 
anything worthwhile in medical literature is 
promptly translated by linguists into the Eng- 
lish language for everyday use, this dogmatic 
requirement is but an example of squandered 
time. 

Undergraduate college culture is made up 
of wearing abominable pants and tattered 
sweaters and speaking a lingo over mugs of 
beer that none but college grads can under- 
stand. Such culture does not tend to improve 
the bedside manner. 

The college graduate must then cram six 
or eight years of medical education into four 
years of time. It seems to me that it would 
be more desirable to have less college culture 
and to graduate better trained physicians by 
spending the extra years in a medical curri- 
culum. To this may be added a thorough 
course in English composition and an even 
more important one on economics. 

It would further help to replace some ‘of 
the medical professors when they come to 
feel alligned with the Almighty from years 
of pampering in a medical school by younger 
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men who do not feel so smug. 

But to return to the problems of youth. 
youth has not felt free to confide in parents. 
Their problems are often ridiculed or the 
parents are in too much of a hurry to go 
somewhere to take time to help youth. There- 
fore, youth must make decisions without the 
help of mature judgment. 

Youth has been taught that marriage is 
more honorable than clandestine affairs. 
Youth may marry without substantial job, 
home or sufficient income. After the glamor 
of the honeymoon period is over, the daily 
grind of marriage may become intolerable. 
Neither husband nor wife have known or 
peen taught responsibility. The parents of 
poth have shielded them to make their lives 
less hard than were the adolescent years of 
the parents. 

The society which our generation helped 
to create has made it necessary that both 
seek employment to pool their earnings to 
exist at all. The installment Shylocks scent 
their prey and sap the little money that may 
be at hand and shackle them to weekly pay- 
ments for months to come. 

Psychiatrists are seeing an ever increasing 
number of young people in retreat and are 
trying to adjust their difficulties. They are 
endeavoring to correct in a few weeks the 
result of ignorance and negligence of parents. 
Ignorance infers pampering as contrasted to 
neglect often associated with cruelty and 
poverty. 

Pampered children have never known self- 
discipline and have traveled with the current 
of least resistance in a luxurious canoe on 
the placid stream of youth, but were never 
trained to navigate the rapids of respon- 
sibility of adulthood. The neglected child is 
devoid of a canoe and has had to swim long 
and hard for a meager existance and is too 
exhausted to successfully encounter the rap- 
ids upon arrival at his majority. Both may 
be crushed against the rocks of everyday 
necessity. The increase in the incidence of 
schizophrenia dictated this hypothetical pic- 
ture. Both victims have successfully with- 
drawn from the world into a realm of fantasy. 

As we know psychiatry today, it is an at- 
tempt to salvage wrecks of human minds and 
has made great advances in its objective. 

Prophylaxis has been left too much to psy- 
chologists and social workers. 
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Although psychiatry must assume the re- 
sponsibility to educate, there are too few psy- 
chiatrists to teach the public directly. Since 
family physicians contact nearly every fam- 
ily at rather frequent intervals and see vic- 
tims much earlier in their troubles than we 
do, a program of education through the fam- 
ily physician seems logical. 

Psychiatrists are accused by other physi- 
cians of talking in riddles and I am afraid 
the challenge is often correct. If we remember 
that, first of all, we are Doctors of Medicine 
and have studied the body as a whole, the 
indefinite “ego,” “id” and “censor” lose much 
of their significance. When we become Doc- 
tors again, our colleagues will change their 
opinion that most of us are “half cracked.” 

Medical organizations have been too reti- 
cent in taking the public into confidence. Big 
Business has long since learned that the 
“Public Be Damned” policy does not work. 

Monthly lectures to teacher groups and 
senior high school students can be both in- 
teresting and instructive. Lectures must be 
in understandable language, short and in- 
formative. They can be presented by psychia- 
trists or their trained family physician col- 
leagues. 

Teachers are anxious to learn practical 
facts. Their education included a smattering 
of the theory of psychology as taught by 
some Doctor of Philosophy. Such doctrines 
are academic, antiquated and warped as a 
rule. 

As for example, one young woman of my 
acquaintance spent much of a year shaking 
pennies to tabulate the law of average of 
head and tails appearing uppermost. She was 
working on her Master’s degree in psychology 
under the instruction of one of our Ph. D. 
brain trusters of a gulf coast university. This 
sage frankly despaired of any M.D. apply- 
ing psychiatry to benefit patients. He would 
not accept proof that all psychiatrists were 
not disciples of Freud. 

We can help society find itself by initiat- 
ing an intensive educational program on 
mental mechanisms. Language must be ad- 
justed and confusing phrases relegated to 
the glossary. By making psychiatry an iden- 
tified part of everyday practice, it will keep 
psychiatry where it belongs among Doctors 
of Medicine. The public will benefit because 
family physicians will identify emotional ill- 
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ness early and give or get help promptly. 
And along with our professional function, 
execute our leadership as educated citizens 
to attempt to relieve sociologic maladjust- 
ment by simplifying laws to let business 
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breathe again. Then, youth can find Produc. 
tive work and become stable citizens. Then, 
his feet will move to the music of industry 
and the jitterbug era will be over. 

Eleven 4th Street North, 
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Though science rightly decries subjective 
observation as a basis for scientific formula- 
tions, it is nevertheless true that in the realm 
of psychology subjective experiences inevit- 
ably stimulate or provoke one’s interest in 
general problems centering in or emanating 
from the personal experience. A recent ill- 
ness, culminating in a clinically completely 
successful operation has led me into some 
contemplation regarding the psychology of 
surgical convalescence. The thoughts ex- 
pressed in this paper must be regarded mere- 
ly as the uncrystallized ruminations of a 
psycho-analytically oriented child psychia- 
trist who observed in herself in concentrated 
form during convalescence some striking 
parallels to the reactions of children passing 
from infancy towards maturity. On the face 
of it this perhaps sounds fantastic or, at 
best, a useless observation. However, I take 
the trouble to elaborate my observations and 
explanations of them because I think that 
there are implications in them which might 
have value for the surgeon anxious to short- 
en his patient’s post-operative hospitaliza- 
tion. Needless to say, the thoughts expressed 
are not to be regarded as universal or neces- 
sarily valid until checked by painstaking ob- 
servation of many post-operative patients by 
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a psycho-analytically oriented psychiatrist. 

In these notes I am attempting to outline 
what I believe to be a general schema of the 
psychological aspects of convalescence. There 
are also for every surgical patient highly in- 
dividual personal, psychological reactions. No 
one at present denies that the course of an 
illness and the rapidity of convalescence are 
modified to an important extent by psycho- 
logical factors. How these factors operate and 
how they can be influenced is less familiar. 
An outstanding characteristic of an acute or 
painful organic illness is a patient’s with- 
drawal of psychic energy and interest (libido) 
from the outside world. He, as it were, re- 
treats into himself and his energies and in- 
terests are focused on his distressing symp- 
toms or offending organs. He has relatively 
little energy left over for his ordinary love 
relationships and reality interests and re- 
sponsibilities. During a painful or serious ill- 
ness there occurs a retirement (regression) 
from emotional relationships into a complete- 
ly ego-centric, self-absorbed (narcissistic) 
state, which is, in a sense, comparable to the 
self-absorption of the infant. This regression 
becomes particularly marked and _ obvious 
following the administration of a general 
anaesthesia which effectively severs the pa- 
tient’s contacts with reality. The combined 
effect of the anaesthesia and the immediate 
operative trauma is to cause all feeling 
“tentacles” to be withdrawn from the outside 
world so that the patient becomes as socially 
withdrawn and self-absorbed as the infant. 

During the two, three or four days following 
the operation the patient, I believe, passes 
through a period comparable to the first six 
years in the child’s psychological develop- 
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ment. During this time the child progressively 


focuses increasing quantities of interest 
(libido) on the people and the world around 
him. The child becomes independent, more 
or less civilized and ready for education only 
when sufficient interest and energy (libido) 
have been released from himself and attached 
to relationships with family and reality. Dur- 
ing the first few days following a successful 
pain-relieving operation there occurs a rapid 
and dramatic change in the libidinal or energy 
economics of the personality. “Libido,” at 
first entirely invested in the self, is rapidly 
redirected to object relationships and to 
reality interests. The patient is psychological- 
ly prepared or ready for convalescence— 
ready to get well—only when a certain amount 
of psychic energy, or capacity for caring, is 
diverted from himself and his illness to be- 
come attached to other people and interests. 

The mechanism by which this diversion of 
energy and interest from the self to the out- 
side world takes place follows, I think, the 
pattern laid down in infancy. Then the pa- 
tient’s relationship to his parents played an 
all-important role. This relationship the post- 
operative patient recreates or re-enacts with 
his doctor and nurse. As a child he gave up 
his self-absorption and exclusive concern 
with himself because of his need to love and 
be loved by his mother. For the post-opera- 
tive patient the special nurse functions in 
the role of the tender, loving mother. As the 
patient comes out of the anaesthesia it is 
the special nurse who first enters his aware- 
ness. The patient’s helplessness and depen- 
dence and self-absorption, and the intimate 
personal ministrations of the nurse tend tc 
remobilize the infantile mother-child rela- 
tionship. With this nurse-patient (mother- 
child) relationship there comes the first 
loosening of the patient’s self-invested “li- 
bido.” Psychic energy and interest are to 
some extent attached to the nurse just as 
in infancy “libido” was attached to the moth- 
er. The patient begins to take fluids, pass 
urine or help to move himself in part because 
he senses that it pleases his nurse and he 
wishes to win his nurse’s approval. I suspect 
that for most patients immediately follow- 
ing recovery from a general anaesthesia and 
perhaps for the next twenty-four to forty- 
eight hours, the special nurse (serving in the 
role of the forgotten mother of the patient’s 
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infancy) and the surgeon (similarly in the role 
of the powerful, respected or feared father) 
are more highly estimated than are the pa- 
tient’s reality love relationships which, for 
the time being, have been stripped of interest 
or importance. A woman once told me that 
her clearest memory of her early convales- 
cence, following a difficult Caesarian opera- 
tion, was of her anxiety, amounting to panic, 
when a student nurse, instead of her special, 
brought the baby for nursing. Her reaction 
to her own nurse’s failure to appear was sim- 
ilar to the terror of a child who has lost his 
mother on whose presence his security de- 
pends. This patient’s individual reaction be- 
came significant when we knew that, as a 
child, she felt herself rejected by her mother 
and suffered agonies when her mother went 
out at night for fear she would not return. 

If psychological reactions to special nursing 
care follow the general pattern of the infan- 
tile relationship to the mother there are im- 
portant implications. In addition to the rou- 
tine physical care offered by the nurse, she 
serves a psychological function in that she 
helps the patient to turn some of his energies 
and interest from himself to a person outside 
himself. In other words, she helps him to 
create an object relationship. With this pry- 
ing loose of “libido” from the self and attach- 
ment of it to someone else, the first step in 
convalescence is accomplished. 

The surgeon, during the post-operative 
period, plays for the patient a far more dram- 
atic, intense role than he may realize. He 
enjoys full authority and is regarded by the 
patient as omniscient and omnipotent. His 
visit is the most highly anticipated event of 
the day and his words are cherished to be 
repeated to nurses, visiting relatives and 
friends. His visit alone, aside from any manip- 
ulation or procedure, may produce a marked 
subjective change in the patient which, in 
turn, may be reflected in the patient’s con- 
dition. His capacity to allay or to arouse anx- 
iety is, in the post-operative period, an im- 
portant therapeutic agent. Just as in early 
childhood the patient recognized his father 
as absolute master of the house, he now places 
final responsibility for himself on the should- 
ers of his surgeon. The surgeon’s confidence 
of his own mastery of the situation lulls the 
patient into security. 

Good nursing and surgical care prepare the 
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patient psychologically to get well but another 
most important factor enters the picture. All 
patients to a greater or lesser extent are am- 
bivalent about getting well. On the one hand 
they are increasingly anxious to become re- 
sponsible for themselves and return to norm- 
al community life. On the other hand, they 
cling to the rediscovered satisfactions of 
helplessness and dependency. Their illness 
has given them a welcome breathing spell 
from guilty feelings; unpleasant duties have 
been neglected without concern and pleas- 
ures indulged without pangs of conscience. 
The secondary pleasures of illness and con- 
valescence (attention, interest, being waited 
on, etc.) have a strongly seductive effect and 
are not easily relinquished. The patient comes 
into a situation of conflict, a large part of 
which is unconscious. Evidences of this con- 
flict can, I suspect, be observed from about 
the second, third or fourth day post-opera- 
tive on through convalescence. 

A parallel for this second stage of conval- 
escence is seen in childhood. The child wants 
to grow up and become a man, but, at the 
same time, he refuses to forego the pleasures 
of dependency. The youngster of six to ten 
years is, on the one hand, so grown-up and 
aping of manhood and, on the other hand, 
so much a baby in need of mothering. It is in 
this period of childhood that the wise family 
exerts its influence to help the child to step 
forward toward maturity, assuming the re- 
sponsibility it involves, rather than to re- 
main satisfied with infantile dependence and 
freedom from conscience while striving for 
gratifications. The implication of this in the 
treatment of the convalescent patient is that 
the type of nursing care which immediately 
following the operation led to the first neces- 
sary step in the process of getting well, may, 
after the third or fourth post-operative day, 
tend to slow up the patient’s readiness to 
assume the _ responsibilities of increasing 
strength. There is a danger in allowing the 
nurse-patient (mother-child) relationship to 
become too fixed and satisfying. The patient’s 
convalescence will be speeded if he is not 
encouraged to remain satisfied with his in- 
fantile relationship to his nurse which is 
dependent on his remaining helpless and ill. 

In summary, I believe that I am justified 
in saying that convalescence, psychological 
and physical, is aided and abetted by offer- 
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ing the patient, for the first two or three 
days following an operation, a loving mother 
surrogate in the person of an expert specia] 
nurse, whose function, in addition to orgj- 
nary nursing care, is to help the patient qj. 
vert energy and interest from himself ang 
his illness to an outside object. After this 
initial period the special nurse, from a Dsy- 
chological point of view, has a very different 
role and, except under particular circum. 
stances, her nursing care may tend to slow 
up rather than speed psychological conva]- 
escence. Convalescence, from about the fourth 
day on, will be speeded by the deflection or 
redirection of libido into usual normal love 
relationships and reality interests. These re- 
lationships, interests and responsibilities, jf 
gradually encouraged as the individual gains 
in strength and energy, serve as potent stim- 
uli to give up the role of dependent patient 
in favor of recovery. From approximately the 
third to the seventh day of convalescence 
nursing care (preferably no longer by a 
special nurse) should offer the patient divi- 
dends of encouragement and praise for ma- 
ture and independent performance within the 
limits of his physical condition. Floor care 
in this period has decided advantages for the 
patient in that it obligates him to adjust to 
several personalities which helps in the dif- 
fusion of his energies and interests. It also 
challenges him to greater independence and 
to search for other sources of satisfaction 
than being nursed. It makes it more neces- 
sary for the patient to return to his pre- 
illness interests and relationships. 

During the last part of convalescence, be- 
ginning sometime after the sixth or seventh 
post-operative day and lasting until full re- 
covery, there occurs a period analogous to 
the latter part of childhood. This is the period 
when the patient begins to talk of getting up, 
going home, getting back to work, etc. Verbal- 
ly, and particularly before his doctors and 
nurses, he is eager for freedom and inde- 
pendence. His insistence that he be allowed 
to go home is so convincing that the surgeon 
cannot help but take it at its face value. How- 
ever, the intuitive or closely observant sur- 
geon or nurse will note that the patient at 
this stage, like the “know-it-all” child, is 
ambivalent in his wish for freedom and in- 
dependence. Though he begs to be allowed 

(Continued to page 270) 
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(Continued from page 268) 

to go home at once, he recoils in alarm, which 
his pride tries to conceal, if told to go. Like 
the child, he struggles for independence but 
also like the child, he likes having to submit 
to recognized authority. When told that he 
cannot get up or go home the patient may 
protest vociferously but, at the same time, 
he feels that a responsibility has been lifted 
from his shoulders and that he is justified— 
without injury to his pride—in remaining 
a patient for awhile longer. I remember one 
patient who had had an operation on her 
knee. She was a graduate student, living in 
an apartment by herself. From a realistic 
point of view it was absurd for her not to 
remain in hospital until she could get about 
some for herself. In this the surgeon con- 
curred. The surgeon’s insistence seemed to 
provoke the patient’s verbal rebellion and she 
hounded him to allow her to be discharged 
from hospital, assuring him that she could 
stay with friends until her convalescence was 
complete. To the patient’s surprise the sur- 
geon finally agreed to her plan and to the 
consternation of the friend and the patient 
she left the hospital the next day. The pa- 
tient later confided to me, “You know, I never 
thought he’d call my bluff.” This patient, 
like many others, was reliving, with the hos- 
pital and surgeon, a period of her childhood 
relationship to home and father. 

These thoughts on the analogies between 
post-operative convalescence and the psy- 
chological development of the child are noted 
because it occurs to me that surgeons and 
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nurses, aware of them as possible mechan- 
isms, may be better able to understand and 
direct the care of the convalescent so that 
psychological and physical recovery may pe 
as rapid and efficient as possible. I suspect 
that all patients, to some extent, show the 
mechanisms I have tried to describe. Ingj- 
vidual patient personalities, childhood ex. 
periences and degree and type of neurosis 
will determine their particular reactions to 
the progressive steps of convalescence. Knowl- 
edge of the individual patient’s psychology, 
as well as an understanding of the psychology 
of convalescence, should open vast possibilj- 
ties in the treatment of the post-operative 
patient. 

One important aspect of the problem of 
the psychology of convalescence which I can- 
not elaborate at present is the influence on 
recovery of the patient’s phantasies regard- 
ing the nature and significance of the opera- 
tive procedure and general anaesthesia to 
which he has been subjected. On this ques- 
tion some literature is already available. 
Masochistic, sadistic, mutilative and rape or 
homosexual phantasies, lying below the sur- 
face of consciousness, must play a role in 
determining the nature of the patient’s con- 
valescence. 

In conclusion, I can merely say that I be- 
lieve that a program of psychological study 
of the post-operative patient might, in addi- 
tion to its scientific interest, contribute use- 
ful information to the surgeon and nurse. 
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As explained in the Editor’s Foreword, this 
volume is a collection of some twenty of the 
most interesting papers which had appeared 
originally during the preceding two years in 
the columns of the Lancet under the heading 
of “grains and scruples”. Sir Henry Bashford’s 
selection of these papers seems to have been 
most fortunate. Each article was by a separate 
author, of whom some were renowned and 
frequent contributors to the medical litera- 
ture; others general practitioners from the 
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back street and West Country. The editors 
allowed each to write about anything which 
struck his fancy and to treat it in the manner 
which seemed best to him. The subjects range 
from personal reminiscences about students, 
patients and colleagues in the lighter vein 
to the more sober reflections on the changing 
scene which daily confronts the physician. In 
one or two articles one feels that the words 
tend to be more profound than the thought. 
However, for the most part each writer has 
something very definite to say and says it 
extraordinarily well. The excellent literary 
(Continued to page 272) 
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(Continued from page 270) 
style which is maintained throughout is one 
of the book’s most gratifying features. The 
papers about India and about the garden are 
particularly noteworthy. This volume will be 


ALCOHOL COMES TO THE FORE 
(Continued from page 243) 

mation about the consequences of excessive 
drinking, would be an informative statement 
that could be easily verified as true. He said, 
“The label which the authors would have on 
every bottle of liquor would doubtless cause 
many potential drunkards to pause before it 
was too late, and it would tend in the long 
run to produce a healthy general reaction 
against excessive drinking....”’ In speaking 
of the law he said that it undoubtedly could 
be interpreted to mean what the authors of 
this paper think it means, but pointed out 
that “legal authorities see in laws what they 
want to see, or what they think the public 
wants them to see, and in doing so they in- 
terpret the intention of legislators. In the 
case of this law they do not have to strain 
their vision very much to see that the legis- 
lators never intended alcohol to be included 
in the provisions of the Food, Drug, and Cos- 
metic Act. The fact that alcohol was omitted 
from the list of habit-forming drugs men- 
tioned in the law” and that “the trade in 
alcohol is regulated by other Federal statutes 
and by other agencies than the Federal Food 
and Drug Administration .. gives further 
ground for assuming that it was not intended 
for the Food, Drug, and Cosmetic Act to be 
concerned” with alcohol. ‘“‘These are, however, 
merely legal questions, about which we can- 
not give a final decision at present. 

“Create a favorable background of feeling 
and any type of decision can be secured. Some 
years ago the Congress passed a law requiring 
physicians to secure a license in order to 
prescribe narcotics. The cost of this license 
was $1.00. Under this law at least one phy- 
sician has been sent to the penitentiary for 
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found to be most pleasant reading, as well 
as reassuring evidence to us here in America 
that our British colleagues in such times as 
these have not lost their perspective. 
Harrison Kelly Wynne, Mp. 


giving the opinion that certain people needeq 
narcotics. This is an illustration of what fee]- 
ing will do in the interpretation of law. We 
do not need, and should not have, such ex. 
treme feeling about alcohol, but it is neces- 
sary for us to take account of what the feel- 
ing actually is. When prohibition was on the 
way out it was stated repeatedly that the old 
type of saloon would never come back. In 
Washington 20,000 persons are arrested every 
year for drunkenness, and in Washington at 
the present time there is a strong agitation 
for a bill that would allow stand-up drinking 
at the old type of bar and for extending 
Saturday night several hours into Sunday, 
With this attitude of a large section of the 
public before us, we can hardly expect to put 
over desirable regulative measures through 
unusual interpretation of laws.” 

While doubting the practicability of the 
method advocated by the authors to secure 
the desired results, the discussant stated that 
he “did not see why a specific law should 
not be passed, directing that the informative 
label should be placed on every bottle of 
liquor. We are likely to get further by ad- 
vocating such a law than by attempting to 
secure a favorable interpretation of an am- 
biguous law.’”’ Such a specific law, he said, 
supplemented by other non-prohibitive re- 
gulations and laws, would, if combined with 
other educational measures, tend gradually 
to bring about the social feeling that is neces- 
sary if alcohol is to be used without being 
abused. Improvement in the general health 
and social situation resulting from the exces- 
sive use of alcohol would naturally follow in 
the wake of the changed social attitude to- 


ward it. 
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